The emphasis on early diagnosis, operative techniques of extensive lymph node dissection (Kodama et (Korenaga et al.. 1988 ). Hepatic metastasis. peritoneal dissemination, widespread nodal involvement, depth of invasion and other factors influence the prognosis. but the sex is apparently not a prognostic factor (Baba et al.. 1989 : Korenaga et al., 1989 : Shiu et al.. 1989 . The male to female ratio in patients with gastric cancer is 2:1. while the number of females affected increases in cases of diffuse type carcinomas, and in young patients (Lauren. 1965; Bloss et al.. 1980 : Matley et al.. 1988 : Mitsudomi et al.. 1989a . Sex hormones play a role in cancers originating in the prostate, breast, or uterine endometrium and also in cancers of the oesophagus and lung (Sugimachi et al.. 1987; Mitsudomi et al.. 1989b) (Cox. 1972 To determine which of the many covariates had the most prognostic significance with regard to survival time, a multivariate analysis was made (Maehara et al., 1991b,c) . Liver metastasis, operative curability, peritoneal dissemination. operative procedure, lymph node metastasis, depth of invasion and tumour size proved to be independent risk covariates in all patients even those under age 50 years, after gastric resection (Table V) .
Survival rates
Postoperative survival curves for all patients are shown in Figure 1 . At the time of analysis, the median follow-up time for the 226 patients was 13.5 years. The generalised Wilcoxon test of the two survival patterns revealed no significance. The 10-year survival rate was 34.5% for men and 32.6% for women. In patients under 50 years of age (group 1), the survival rates for the women were lower than those for men, with a statistical difference (P<0.01), as shown in Figure 2 . The 10-year survival rate was 39.2% for the men and 29.3% for the women. In group 2 aged 51-70 years and group 3 aged over 71 years. there were no differences in survival rates between the sexes.
Eiscusi
Several clinicopathological factors are involved in determining the prognosis for patients with a gastric cancer (Baba et tion could be fortuitous (Matley et al.. 1988) . The presence of oestrogen receptors and intracytoplasmic oestradiol in a proportion of patients of all ages fails to explain the preponderance of women among young patients (Nishi et al.. 1987) .
Armstrong and Dent (1986) (Table IV) . Clinical diagnosis mav be made late and the young age of the women is the major deterrent to early diagnosis (Bloss et al.. 1980) . As tumour cells left behind at surgery may proliferate rapidly in non-curatively resected cases (Schabel. 1975 : Gunduz et al.. 1979 . the potential to control the remaining tumour foci is significantly reduced by postponing chemotherapy to the later postoperative period (Tubiana & Malaise. 1976 : Douglass. 1985 . We found that the undifferentiated gastric cancer tissue is more sensitive to anti-tumour drugs than is differentiated cancer tissue. in *-itro (Maehara et al.. 1987) and the undifferentiated type is dominant in women under age 50 years. Therefore. postoperative chemotherapy. for example with the combination of mitomycin C. fluorinated pyrimidine and the immunomodulator PSK. should be initiated in a few days and continued for 1 year in the postoperative period (Maehara et al.. 1990a.b) .
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